| CHIROPRACTIC REGISTRATION & HISTORY

PATIENT INFORMATION INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initiat X - X —
Is patient covered by additional insurance? ] Yes [] No
Address
Subscribers Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mait
Insurance Co.
sex OM  [JF Age
Group #
Birthdate ASSIGNMENT AND RELEASE
A ) —_— ) i , . h
] Married ] Widowed J single £ Minor I certify that I, and/or my dependent{s), have insurance coverage with
. . . and assign directly to
] separated ] Divorced {71 Parinered for years Name of Insurance Companylies) 9 Y
Occupation Dr, all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that | am financially
Patient Employer/School responsible for alt charges whether or not paid by insurance. | authorize the use of

my signature on all insurance submissions.
Employer/School Address

The above-named doctor may use my health care information and may disclose
such information 1o the above-named Insurance Companylies} and their agents for
the purpose of obtaining payment for services and determining insurance benefits
Emptoyer/School Phone | ) or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed helow.

Spouses Name

Birthdate T Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer

Whom may we thank for referring you? - Date T T Relationship to Patient
PHONE NUMBERS ACCIDENT INFORMATION

Home Phone | ] Cell Phone | } Is condition due to an accident? [ JYes [ JNo Date
Best time and place to reach you Type of accident [JAuto [JWork [JHome [JOther

IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?

Name Relationship [ Auto insurance [ ] Employer  []Worker Comp. [JOther

Home Phone {_____| Work Phone | ) Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [ JYes [ JNo  [JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least painj to 10 (severe pain)

Type of pain:  [] Sharp (] Dull T Throbbing [ Numbness ] Aching [[J Shooting
[JBurning [ Tingling  [J Cramps [ sStiffness ] Swelling ] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your [ Work [ 2 Sleep  [] Daily Routine  [] Recreation

Activities or movements that are painful to perfarm [] Sitting  [] Standing [ Walking {] Bending [ Lying Down
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HEALTH HISTORY.

What treatment have you already received for your condition? [] Medications [ Surgery [ Physical Therapy

[] Chiropractic Services [_] None 1 other

Name and address of other doctor{s} who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or "No” to indicate if you have had any of the fallowing:
AIDS/HIV [JYes [JNo Diabetes [OdYes [JNo Liver Disease [OYes [JONo Rheumatic Fever OYes [JNo
Alcoholism OYes [INo Emphysema [OJYes [INo  Measles [JYes [JNo Scarlet Fever IYes []No
Allergy Shots [lYes [JNo  Epilepsy CJYes [TNo Migraine Headaches [ Yes [JNo  Sexually
Anemia [dyes [JNo Fractures OYes (ONo Miscarriage dYes TINo TDriasre‘»;er;itted [JYes []No
Anacrexia [OYes [ONo Glaucoma {dYes [JNo Mononucleosis OvYes [OINo Stroke CYes [ No
Appendicitis [OYes [INo  Goiter JYes ONo  Multiple Sclerosis [ Yes [ No Suicide Attempt CYes []No
Arthritis {JYes [OJNo Gonorrhea OYes (ONo  Mumps Yes [INo Thyroid Problems [ Yes [ No
Asthma OYes [JNo Gout OYes [JNo  Osteoporosis TJves [T No Tonsillitis [Yes [ No
Bleeding Disorders [[JYes [[JNo  Heart Disease [JYes “INo Pacemaker TJYes [ No Tuberculosis Cves [No
Breast Lump (OYes [INo  Hepatitis (JYes JNo  Parkinsons Disease [ ]Yes [INo Tumors, Growths [ Yes [ No
Bronchitis OYes [INo Hernia OYes TJNo Pinched Nerve IvYes O No Typhoid Fever MYes [ No
Bulimia TJYes [1No Herniated Disk [JYes [JNo  Pneumonia TGYes [ No Ulcers CIves [No
Cancer (OYes [JNo Herpes JYes [JNo Polio JYes [JNo Vaginal Infections [ Yes [} No
Cataracts Oyes [INo H;gr;:siiro:d Cves Do Prostate Probiem  [] Yes []No Whooping Cough [ Yes [ No
Chemical Prosthesis [JYes [ No Other

Dependency [dYes [INo High Cholesterol JYes [INo Psychiatric Care Clves [ No
Chicken Pox Yes [ONo Kidney Disease Cyes [ONo Rheumatoid Arthrits {7 Yes [~ No
EXERCISE WORK ACTIVITY HABITS
[ Nane [ sitting {J smoking Packs/Day
] Moderate [0 standing 1 Alcohol Drinks/Week
[ Daity {7 Light Labor [ CoffeesCaffeine Drinks Cups/Day
(] Heavy ] Heavy Labor ] High Stress Level Reason
Are you pregnant? []Yes [ No Due Date

Injuries/Surgeries you have had Description Date

Fails

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDRICATIONS ALLERGIES VITAMINS/HERBS/MINERALS ____

Pharmacy Name

Pharmacy Phone { i
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chiropractic

CENTER OF GEORGETOWN
1 T L

INFORMED CONSENT TO CHIROPRACTIC TREATMENT

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures including various modes of physical therapy, modalities, and if necessary, diagnostic
x-rays on me (or on the patient named below, for whom I am legally responsible:
) by the chiropractic physician and/or anyone working in this office
authorized by the chiropractic physician.

I further understand that such chiropractic services may be performed by the Physician of
Chiropractic and/or other licensed Physicians of Chiropractic who may treat me now or in the
future at this office. I have had an opportunity to discuss with the chiropractic physician and/or
with other office or clinic personnel the nature and purpose of chiropractic adjustments and other
procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine and all healthcare, the practice
of chiropractic carries some risks to treatment; including, but not limited to: fractures, disc injuries,
strokes (CVA), dislocations, and sprains. I do not expect the physician to be able to anticipate and
explain all risks and complications. Further, [ wish to rely on the physician to exercise judgment
during the course of the procedure which the physician feels are in my best interests at the time,
based upon the facts then known.

[ have read, or have had read to me, the above consent. [ have also had an opportunity to ask
questions about its contents, and by signing below, I agree to the treatment recommended by my
physician. I intend this consent form to cover the entire course of treatment for my present
condition(s) and for any condition(s) for which [ seek treatment at this facility.

To be completed by the patient:

Print Patient's Name

Signature of Patient Date

Print Name of Representative

Signature of Representative Date

This form should be maintained in the patient's health record.
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CENTER OF GEORGETOWN
Hlm~—

ACKNOWLEDGMENT OF RECEIPT OF
HIPAA PRIVACY NOTICE

l, have received a copy of this office's Notice of Privacy
Practices. | understand that | have certain rights to privacy regarding my protected
health information. | understand that this Information can and will be used to:

Conduct, plan and direct my treatment and follow-up among the health care providers
who may be directly and indirectly involved in providing my treatment.

Obtain payment from third -party payers.

Conduct normal health care operations such as quality assessments and accreditation.

Patient

Signature

Date

FOR OFFICE USE ONLY

We attempted to obtain written Acknowledgment of receipt of our Notice of Privacy
Practices but Acknowledgment could not be obtained because:

o Individual refused to sign

o Communications barriers prohibited obtaining the Acknowledgment

o An emergency situation prevented us from obtaining Acknowledgment

o Other (Please specify)

Staff signature Date
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24 Hour Cancellation and No Show Poli

If you miss your appointment, or fail to cancel your appointment
with less than 24 business hours, you will be charged a non-
refundable fee of $25. This policy is in place out of respect of
our doctor and our patients. Cancellations with less than 24
business hours’ notice are difficult to fill. By giving less than a
24 business hours’ notice or no notice at all, you prevent our
doctor from providing care to other patients.

By signing below I understand the above information and agree
with its contents

Print Name:
Signature:
Date:




NECK DISABILITY INDEX

THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS YOUR ABILITY TO
MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX THAT APPLIES TO YOU.
ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU,

PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION.

SECTION 1 - PAIN INTENSITY

ooo0ooOo

I have no pain at the moment.

The pain is very mild at the moment.

The pain is moderate at the moment.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

SECTION 2 - PERSONAL CARE

Q I can look after myself normally without causing
extra pain.

Q I can look after myself normally, but it causes
extra pain.

O Itis painful to look after myself, and I am slow
and careful.

0O I need some help but manage most of my personal care.

Q I need help every day in most aspects of self -care.

O I do not get dressed. I wash with difficulty and
stay in bed.

E N3 — LIFTIN

Q I can lift heavy weights without causing extra pain.

O I can lift heavy weights, but it gives me extra pain.

QO Pain prevents me from lifting heavy weights off
the floor but I can manage if items are conveniently
positioned, ie. on a table.

Q Pain prevents me from lifting heavy weights, but I
can manage light weights if they are conveniently
positioned.

Q I can lift only very light weights.

O I cannot lift or carry anything at all.

ECTION 4 — RK

QO I can do as much work as I want.

O I can only do my usual work, but no more.

O I can do most of my usual work, but no more.

Q I can't do my usual work.

Q I can hardly do any work at all.

QO Ican'tdo any work at all.

ocooooo

N 5 - HEADACHES

I have no headaches at ail.

I have slight headaches that come infrequently.

I have moderate headaches that come infrequently.
I have moderate headaches that come frequently.

I have severe headaches that come frequently.

I have headaches almost ali the time.

PATIENT NAME

cooooo

ECTION 6 —

I can concentrate fully without difficulty.

I can concentrate fully with slight difficulty.

I have a fair degree of difficulty concentrating.
I have a lot of difficulty concentrating.

I have a great deal of difficulty concentrating.
I can't concentrate at all.

SECTION 7 — SLEEPING

oodoodo

I have no trouble sleeping.

My sleep is slightly disturbed for less than 1 hour.
My sleep is mildly disturbed for up to 1-2 hours.

My sleep is moderately disturbed for up to 2-3 hours.
My sleep is greatly disturbed for up to 3-5 hours.

My sleep is completely disturbed for up to 5-7 hours.

SECTION 8 — DRIVING

0o 00O

I can drive my car without neck pain.

I can drive as long as I want with slight neck pain.

I can drive as long as I want with moderate neck pain.
I can't drive as long as I want because of moderate
neck pain.

I can hardly drive at all because of severe neck pain.

I can't drive my care at all because of neck pain.

ECTION 9 — READIN

0O 0 pooo

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.
I can't read as much as I want because of moderate
neck pain.

I can't read as much as I want because of severe

neck pain.

I can't read at all.

SECTION 10 — RECREATION

ODooooo

SCORE [50]

I have no neck pain during all recreational activities.

I have some neck pain with all recreational activities.

I have some neck pain with a few recreational activities.
I have neck pain with most recreational activities.

I can hardly do recreational activities due to neck pain.
I can't do any recreational activities due to neck pain.

DATE

BENCHMARK -5 =

Copyright: Vernon H. and Hagino C., 1987. Vernon H, Mior S. The Neck Disability Index: A study of reliability and validity.
Journal of Manipulative and Physiological Therapeutics 1991; 14:409-415. Copied with permission of the authors.




Patient's Name

Number, Date

LOW BACK DISABILITY QUESTIONNAIRE (REVISED OSWESTRY)

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage in
everyday life. Please answer every section and mark in each section only ONE box which applies to you. We realize you may

consider that two of the statements in any one section relate to you, but please just mark the box which MOST CLOSELY

describes your problem.
Section 1 - Pain Intensity

O | can tolerate the pain without having to use painkillers.

O The pain is bad but | can manage without taking painkillers.
0O Painkillers give complete relief from pain.

O Painkillers give moderate relief from pain.

O Painkillers give very little relief from pain.

O Painkillers have no effect on the pain and | do not use them.

Section 2 -- Personal Care (Washing, Dressing, etc.)

O 1 can look after myself normally without causing extra pain.
[ 1 can look after myself normally but it causes extra pain.

O It is painful to look after myself and | am slow and careful.
O | need some help but manage most of my personal care.
O | need help every day in most aspects of self care.

O | do not get dressed, | wash with difficulty and stay in bed.

Section 3 — Lifting

0O | can lift heavy weights without extra pain.

O 1 can lift heavy weights but it gives extra pain.

O Pain prevents me from lifting heavy weights off the floor, but
I can manage if they are conveniently positioned, for
example on a table.

0 Pain prevents me from lifting heavy weights, but | can
manage light to medium weights if they are conveniently
positioned.

O | can lift very light weights.

0 t cannot lift or carry anything at all.

Section 4 - Walking

O Pain does not prevent me from walking any distance.

O Pain prevents me from walking more than one mile.

O Pain prevents me from walking more than one-half mile.

[ Pain prevents me from walking more than one-quarter mile
[2 1 can only walk using a stick or crutches.

O I am in bed most of the time and have to crawl to the toilet.

Section 5 -- Sitting

[ I can sit in any chair as long as | like

O | can only sit in my favorite chair as long as | like

O Pain prevents me from sitting more than one hour.
O Pain prevents me from sitting more than 30 minutes.
8 Pain prevents me from sitting more than 10 minutes.
O Pain prevents me from sitting almost all the time.

Scoring: Questions are scored on a vertical scale of 0-5. Total scores
and muttiply by 2. Divide by number of sections answered multiplied by
10. A score of 22% or more is considered significant activities of daily
living disability.

(Score___x2)/( Sections x 10) = %ADL

Section 6 — Standing

O | can stand as long as | want without extra pain.

01 can stand as long as | want but it gives extra pain.

O Pain prevents me from standing more than 1 hour.

0 Pain prevents me from standing more than 30 minutes.
0O Pain prevents me from standing more than 10 minutes.
O Pain prevents me from standing at all.

Section 7 -- Sleeping

[0 Pain does not prevent me from sleeping well.

0O | can sleep well only by using tablets.

0O Even when | take tablets | have less than 6 hours sleep.
O Even when | take tablets | have less than 4 hours sleep.
O Even when | take tablets | have less than 2 hours sleep.
0O Pain prevents me from sieeping at all.

Section 8 - Social Life

O My social life is normal and gives me no extra pain.

O My social life is normal but increases the degree of pain.

O Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g. dancing.

03 Pain has restricted my social life and | do not go out as
often.

0 Pain has restricted my social life to my home.

8 1 have no social life because of pain.

Section 9 — Traveling

O | can travel anywhere without extra pain.

O | can travel anywhere but it gives me extra pain.

O Pain is bad but | manage journeys over 2 hours.

0O Pain is bad but | manage journeys less than 1 hour.

O Pain restricts me to short necessary journeys under 30
minutes.

O Pain prevents me from traveling except to the doctor or
hospital.

Section 10 — Changing Degree of Pain

O My pain is rapidly getting better.

O My pain fluctuates but overall is definitely getting better.

@ My pain seems to be getting better but improvement is siow
at the present.

O My pain is neither getting better nor worse.

O My pain is gradually worsening.

O My pain is rapidly worsening.

Comments

Reference: Fairbank, Physiotherapy 1981; 66(8): 271-3, Hudson-Cook.
In Roland, Jenner (eds.), Back Pain New Approaches To Rehabilitation
& Education. Manchester Univ Press, Manchester 1989: 187-204




NOTICE OF PRIVACY PRACTICES FOR
PROTECTED HEALTH INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

1. Uses and Disclosures

B.

We may use or disclose your protected health information without your written
consent, written authorization or oral agreement for the following purposes.

Treatment. Example: We may use your health information within our officc to

provide health care services to you or we may disclose your health information to
another provider if it is necessary to refer you to them for services.

Payment. Example: We may disclose your health information to a third party
such as an insurance carrier. an HMO, a PPO, or your employer, in order to obtain
payment for services provided to you.

Health Care Operations. Example: We may use your health information to
conduct internal quality assessment and improvement activities and for business
management and general administrative activities.

We may use or disclose your protected health information without your written
consent, written authorization or oral agreement under the following
circumstances:

If we provide services to you while you are an inmate.
If we provide services to you in an emergency treatment situation.

If we are required by law to provide services to you and we were unable to
obtain your consent after attempting to do so.

If there are substantial barriers to communication and we determine in the

If we need to notify, or assist in the notitication of, a family member,
personal representative or another person responsible for your care of your
location, general condition or death.

If we are required by law to disclose your health information to a public
health authority that is authorized to receive information for the purposes
of preventing or controlling disease, injury or disability.

If we are required by law to disclose your health information to a public
health or other government authority that is authorized to receive reports
of child abuse or neglect.

[t we are required to disclose your health information to the Food and
Drug Administration.




If we are required to disclose your health information to your employer to

evaluate whether you have a work-related injury or illness.

If we are required by law to disclose your health information to a

government authority authorized to receive reports of abuse. neglect or

domestic violence.

If we are required to disclose your health information to a health oversight

agency for oversight activities required by law.

It we are required to disclose your health information in response to a
court order or a subpoena.

If we are required to disclose your health information to a law
enforcement official.

If we are required to disclose your health information to a coroner,
medical examiner or funeral director.

For research purposes.

If we, in good faith, belicve that the use or disclosure of your health information

is necessary to prevent a serious threat to the health or safety of others.

If we are authorized by law to disclose your health information to comply with

laws established to provide benefits for work-related injuries or illnesses.

WITH THE EXCEPTION OF THE ABOVE CIRCUMSTANCES. ANY USE OR
DISCLOSURE OF YOUR HEALTH INFORMATION WILL BE MADE ONLY WITH
YOUR WRITTEN AUTHORIZATION. YOUR WRITTEN AUTHORIZATION MAY
BE REVOKED. IN WRITING. AT ANY TIME EXCEPT TO THE EXTENT THAT
WE HAVE PROVIDED SERVICES OR TAKEN ACTION IN RELIANCE ON YOUR
AUTHORIZATION.

IL. Your Rights

Right to Request Restrictions. You have the right to request restrictions on certain uses
and disclosures of your health information. However, we are not required to agree to the
requested restrictions. Your request to limit the use and/or disclosure of your health
information must be made in writing to our Privacy Official.

Right to Receive Confidential Communications. You have the right to receive
confidential communications concerning your health information. Your request to
receive confidential communications must be made in writing to our Privacy Official.
We will accommodate all reasonable requests by you to receive your health information
at a place other than your home address or by means other than regular mail.

Right to Inspect and/or Copy. You have the right to inspect and/or copy certain health
information for as long as that information remains in your record. You request to inspect
and/or copy your health information must be made in writing to our Privacy Official.

Right to Amend. You have the right to request that we amend certain health information




for as long as that information remains in your record. Your request to amend your
health information must be made in writing to our Privacy Official and you must provide
a reason to support the requested amendment.

Right to Receive an Accounting. You have the right to receive an accounting of our
disclosures of your health information made six years prior to the date of your request.
We will provide you with the first accounting in any 12 month period at no charge.
There will be a fee charged for any subsequent request. Your request to receive an
accounting must be made in writing to our Privacy Official. The accounting will not
include the following disclosures:

Disclosures made to carry out treatment. payment and health care operations:
Disclosurcs made to you;

Disclosures made in our facility directory;

Disclosures made to individuals involved with your care;

Disclosures made for national security or intelligence purposes;

Disclosures made to correctional institutions or law enforcement officials; and
Disclosures made prior to the compliance date of the HIP AA Privacy Rule.

Right to Receive Notice. You have the right to receive a paper copy of this Notice, upon
request.

III. Our Duties

We are required by law to maintain the privacy of protected health information and to
provide you with notice of our legal duties and privacy practices with respect to your
protected health information.

We must abide by the terms of this Notice while it is in effect. However, we reserve the
right to change the terms of this Notice and to make the new notice provisions effective
for all of the protected health information that we maintain. If we make a change in the
terms of this Notice, we will notify you in writing and provide you with a paper copy of
the new Notice, upon request.

IV. Complaints

You may complain to us and to the Secretary of Health and Human Services if you
believe your privacy rights have been violated. You may file a complaint with us by
writing to our Privacy Official at the address that follows. We will not take any action
against you for filing a complaint.

V. How to Contact Us

If you would like further information about our privacy practices, please contact:

Chiropractic Center of Georgetown
5820 Williams Dr. Ste. C
Georgetown, TX 78633




